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'Arthrltlc pain
"o Peroneal pain

e Heel pad pain
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‘Several used- None
are ideal

e Most commonly used
— Essex-Lopresti
— Sanders
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Sclli Jr—‘JF n some cases to Malunion

J \/4 s hindfoot

= Locks midfoot

e — — Medializes “foundation” for stance
e Shortened foot = short lever arm

e Peroneal impingement/ dislocation

e Shoe wear problems
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OIOSIS/ custom shoe
= ‘_.J ﬁ wall exostectomy
= Peroneal tenodesis

_' ”'Subtalar fusion +/- bone block
Sliding wedge osteotomy
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e E;Ib'talar arthritis

;:f — NSAIDs

— Subtalar fusion
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IRitial re sults WEre poor (wound problems)
J\/JJJr‘ '_»RIF techniques improved results

= Anatomic reduction for good result

= ﬂFracture severity correlates with results
"_" - Learning curve

— Mini invasive —better for the soft tissues
2?'As good a reduction

— Unknown for all types
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SERESLOTE anatomy
<3 Sr ape and alignment of hindfoot
E —% ticular congruency
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*«““ atUrn to function & prevent arthritis

5.:.;- Typlcally, restoring articular anatomy gives
improved results if complications are
avoided

o Chondral apoptosis can ruin a nice
reduction!!
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) Orrruf ﬁIC literature is lacking

= ® bUC ey et al—one of the few
=1 rospective, randomized studies with
= -‘clong term follow-up

-
—

-

—



T

- e

onmt'ive -

a-Articular

OPETauIve Conﬁ'a?&ﬂuth N
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A Progodg tlve, Randomized, Controlled
IMINWE J_ci Trial
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== JQJ* Buckley, MD, FRCSC, Suzanne Tough, PhD,
;:: ok ’Ft McCormack, MD, FRCSC, Graham Pate, MD,
: FRCSC Ross Leighton, MD, FRCSC, Dave Petrie,

: MD FRCSC and Robert Galpin, MD, FRCSC
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“This randomized, double-blind trial involoing
over 20,000 patients was conducted over @ wzwpzmd‘
Unfortunately we've forgotten why.

Buckley et.al. JBJS (A) 2002 PRCT - DIACF
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tWeen April 1991 and December 1997
19 patients with a calcaneal fracture
/er" reated. Of those patients, 424 with
gy displaced intra-articular calcaneal
factures were enrolled in the study. Three
= hundred and nine patients (73%) were
- followed and assessed for a minimum of
two years and a maximum of eight years

of follow-up.
® This is unlikely to be repeated !!!
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f.r. S unt ;mg‘ the data by removal of
LiIE r),mﬂ who were receiving Workers'
EOIMPEr 1sation, (WCB in Canada)( Litigious

= palie 2nts in the USA) the outcomes were
= nlﬁcantly better in some groups of

— ':surglcally treated patients.
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BisEitive VSENenZop

iiidarson and Krueger, F&A,
) \/J,errye set of op and non-op treatment

—4.‘ -

0 _\{L)e ) operative technique
-%?f’ﬂ FAS scores: Operative= 86.7

--e_p’

— -_ Non-op= 55

“Operative treatment successful and preferable unless
contraindications present”
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"Contraificlicaltiog

> Most ere r" .a'tlve but Sanders type IV
cornoiriach hey are (very comminuted)
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J.).)JJL ty 53 Elderly
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; _3_,[) abetes e Neuropathic
== ascular insufficiency e Non-compliant pt.
_ Smoker e In-experienced

e Severe swelling surgeon

e Open fractures
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Wound problems: these factors have logarithmic
effects. If all 3, >90%.
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SMOPEN Ctllre Recommendations
J O:LE 2: Medial grade I open fx

= = Int emal Fixation or external fixation for
,,‘-all lateral wounds and grade III medial

—

= ~ open fx--- ext fix or pins

—
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¢ Percutaneous methods?
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SAVIE r,rri': ment methods attempted
J “Br{)r”_ ethod remains controversial
= /s “’éach case individually
F—aI’n]ury/ patient/ surgeon

" —Risks vs. benefits
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ORIF VIt ft tlsm sparr fle)

= = Eeﬁirschke/Sangeorzan, Clin Orthop, 292: 128-134, 1993

Letournel, Clin Orthop, 290: 60-67, 1993
Sanders et al., Clin Orthop, 290, 87-95, 1993




ORIF: PR

2 Elaveltlogs “

2 Cojpy) ,)rraw on stockmg
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"'="”'= RIF @ 10-14 days

“ ’V\fnnkle test
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stentacular fragment
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ORI [ateral Approach™

BRETGIce post. facet
rugrr e,r v~~-|f comm.
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~ & Reduce post. facet to
sustentaculum- ant.
process




ORIENEatEral Approachs s

"{AJ ice tuberosity
ment to
| Ju entacular complex

. Restore height
_ 2 Restore valgus
3. Medial translation
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Essex-Lopresti, Clin Orthop, 290: 3-16, 1993
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Essex-Lopresti, Clin Orthop, 290: 3-16, 1993



SIEIeVEsreatment:
Ce er)J] 'e p—

JVLJLJI n
—:)F ESS
‘iaﬁ'talar arthritis
€Peroneal tendons
- —Sural nerve pain
—Heel pad problems, plus...
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soplications ...
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= ave sutures In
= 4{'fect|on
-~ —Antibiotics

— [&D

— Soft tissue coverage?
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;-This population is a

Very special sub-
g "group
® Poor decision makers
Mﬂ/ with few resources

Smoke and drink
heavily




NOn*OperativerCare
san be suceessiul

TERIOR

1 LARN
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® FUSION IS a goo
stﬁ!ﬁﬁptloi

‘patients treated
with nonop care will need
a fusion; 1 in 40 tx ORIF

® The results of late fusion
are equivalent to an
average result following
early ORIF - 7/10

® Not a bad salvage but not
as good a an excellent
ORIF
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year study)

¢ Sanders 4 — either
) ORIF or Fuse

i Leighton and Buckley
e Results ?

® The results are not
1009%0 of course as
it was not
adequately powered
but the trend is
towards primary
fusion of Sanders IV
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200a0 male fell off ladder and
gnded on rightheel

r ¥
-
I\ * 4












2 Bora qraic S gcinle
(loruiru 200:1L0P)
2 Bonlar’s ngle drops a
z)/arze ‘Je Ofi 7. dEGrees
Mithtehe use of bone gr&t — 8
2 l Se othlng to ac§ ﬁtO the e

p— e ———

= Space N MOst patientsis g

° LeTourneI advocatet tHISER——
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Sompound Fracture of the Os=
6alGis- after closed manipulation
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finitivefixation . deferred il

“tissuesrare, determined to
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= : dlate weight
= 'T:)earlng as tolerated

Paley and Fischgrund,
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e Sanders type IV

' UfflClency (very comminuted)
: e Elderly
- ,J} ,r; e‘swellmg o Neuropathic
_;zep_en fractures e Non-compliant pt.

= o In-experienced
surgeon

—
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& moker noncompllant

WCB ; extra-articular#
Litigious patient-post MVA
Heavy laborer

Medically unwell

Bilateral ?

Fusion can salvage !!
Sanders IV—1 fusion??
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SSEEiVe Treatment: WOPRS best
In?? — -

JSciders T e Keep them non

o) Salnle J,\FQ 11 weight bearing until
' the soft tissues are
solidly healed at 6
weeks

e ORIF plus subtalar
fusion for Sanders IV

J Blell perform until the
= -«::;c - |ssue IS ready for
== ,your ‘proposed approach

-

~ e Mini —invasive ( medial

~ or lateral) can be
performed earlier than
extensile approach
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